MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ~63-01'7445

DEPARTMENTY OF PUBLIC HEALTH AND WE R mq 470 SATE FILE TUNBER
DO NOT WRITE AMENDED Reglatrati strict No. -Ea_....._._}‘rlmary Registration Dix .:Registrar’s No. 4 .

ON THIS STUB Al G TW
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased llved. If institution: Residence before

a. COUNTY a. STATE Mis so.urib. COUNTY admission)

VS 300
Rev. 4/59

b. C(IJTY {If outside corporate limits, give TOWNSHIP anly) Length of stay in 1b c. CiTY Inside Limits

owx  St. Louis 2 weeks [" ™ St, Louis Yool No

t. ng.épfldiME OF [If NOT in hospitel, give location) Inside Limits d. ASI;EEEEES (If outside, give location) . Reside on Form

msmunou‘bhrj_gtian Hospital Yepd No D 4718 lhrush Avenue Yo 0 NoyDd
3. NAME OF DECEASED Firat Wiads —_tait 4, DATE ~ Monih o Dey Yeor

{Type or print} . OF . - -
Wilburn H Bultman beand Aprdl 29 196

-5, SEX 8. 'COLOR OR RACE 7. Married [0  Never Marriad X3 le. OATE OF BIRTH | ?- AGE {last birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR

e
Widowesd [ Divorced [ 10"18-19“ 62 Months | Days | Hours Min
__..2._— 10s. UEUAI. OCCUPATION [Give Hﬂ n! wori( done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country}.| 12. CITIZEN OF VVH-_AT COUNTRY

Shos Worker "= | gamuel Shoe Co St. Louis, Missouri | U.S.A.

13a; FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE.

unknown = ) : unknown never married
15. WAS DECEASED EVER IN U.5. ARMED FORCES? Ad_ ALl SESIGITY B0y 17. INFORMANT Address

(Yes, no, or unknown) | (If ves, give war dm: of 'l T
Yes | Brd"World Mr. James Caples, . l|.718 Thrush Avenue
1. CAUSE OF DEATH (Enter on|y one caye per lml far {a), INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED & @A‘(’ 5 é M Q , ONSET AND DEATH
IMMEDIATE CAUSE (a) ﬂfW W
‘Conditions, if any, DUE ‘I'O (b)
which gave rise to
sbove cause (s), x
stating the undwr- . . L )
lying cause last. DUE YO o)
PART II. QTHER SIGNIFICANT COND!TIONS CONTRIBUTING 10O, DEATH but not related to ?ho terminal PART 1)l. If deceased was fomale was
. disesss condition given in P 1 {a) / thare a pregnancy in last 9C days
- /%"J //%CVC7 Q-—J lDYnIDNolDUnknm

=157 WAS AUTOPSY | 20s. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter naturs of injury.in PART | or PART. |l of item 18.)
PERFORMED? .|~ O -0 _ 0 .o
YES [0 NO, . .
20¢. TIME OF Hour Month,. Day, Year . —
INJURY a.m.
“20d. INJURY OCCURRED 200, PLACE OF INJURY (e.g., in or about home, [ 20f. CITY, TOWN, OR LOCATION COUNTY
- WHILE AT WORK') farm, factory, sireet, office bldg., etc.)
NOT WHILE AT WORK ] ol

! ettanded the deceased from M /\73?’ to 4 25,f§ and Test ssw ey alive on 4/17/‘{ 4

m 6n the datd stated abovc and to 1hu best. of my know{edgo. from the causes stated.
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AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

¢

2.

Death occurrud st

T, o 5Pes 7, Ldios, s

ﬂ WREWION 23b. DATE [ 23c. NAME OF CEMETERY OR CR MATORY - Z3d. LOCATION (City, town, or gbunty) = 7 (Stardf
L (Specify) May11963 Hoge Lawn Memo ematary a adouri -

F NERAL DIRE Yp— ROt ADDRESS 25. DATE RECD. 8Y LOCAL REG. ', REG un'
ﬁétﬁ Hema.nn & Son Inc.,?.lélE. Falrive . N ' /NE W ” 2.

1
Fal 1) L)

USE BLACK INK
CR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF.~

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

# __.Student Embalmer No.

or by

working ‘Under .my personal supervision.

" Student___ _ - igni ‘
) Signature of Student Embalmer ? 7 ? 7
7 . . . _— Llcensed EmbagS/
“P. O Address J‘Q/ ’7}]

Note: ‘The above MUS'i' BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fanlu o comply

with the above constitutes grou'nds for revocation of license).
1f embalmed by a: STUDENT he also shall'sign in his OQWN handwriting.
If- this body is nol embalmed fact should be so stated above,




